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Complalnt INOODSA710 Chrracted to be construed as an admlsslon
Uni L apalnst Interest by the residence, or
02“;3’*_::?5 ,Ej'g!‘f‘{fswﬁ""a' findings are clied al R jamy employees, agents, or otfer
o w8, ‘ individuals who dratied or nay be
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03/03/2011 THU 11:41 FaX 4806718660 aurora House
Indlang State Depariment of Heakh FORM APPROVED
STATEMENT QF DERCIENCIES 1) PROVIDERSUPPLERICLE.  oom e 7 .
i SUPELIERA - e e e e
AND PLAN OF CORREGTION IDENTIFICATION NUM,-,CE';SIS* (%2) MULTIPLE GONSTRUCTION (x2) c(?c’;;n & a'l:,jTR-\éLy
A BUILDING AIMPLETE
- 004903 5. WING__ RG
NAME OF PROVIDER OR 5 — 02/16/2041
8 UPFLIER STRERT ADDRESH, GITY, STATE, 2P CODE o
: BELL OAKS TERRAGE 4200 WYNTREE DR
| NEWBURGH, IN 47530
(XayIo - SUMMARY STATEMENT OF DEFICIENCIES F -
g : SENLES : PROVICERS P COn
PTG | REGULAT I ooy MUST B PREGEDUD BY FULL PREFIX Ao, ‘c"c?éﬁé’c'w%‘é‘f{r%i’fsﬂﬁgﬁﬁ”m conbiEe
; G ENTIFYING lNFORMATIQN) TAG . cnoss'ﬂEFERENCED TO THE APPROPRIATE ¢ DA'VE 114
i i DEFICIENG )
R 217 i W . .
R 217; Continued From page 1 R217  How the facility will identify other

“(1) The services offered to the individual resident .
i shall be appropriate to the:
{A) scope:
"{(B) frequency;
: {C) nead; ang
- (D) preferance;
. of the resident.
- (2) The services offered shall be reviswed and
« revised as appropriate and discussed by the
residant and facility as needs or dasims change,
 Elther the facility or the resident may iequesta
s ?;}:\%lge plan review. .
e agreed upon service plan shall be sign
 ang dated by the resident, ang a copy of the9 . '5
Gervice plan shall be given to the resident upon |
j Fequest. :
. (4) No identification and documentation of
- Bérvices provided is needed If evaliyations
I subsequent to the initlal evaluation indicate no
, et for @ change In services. '
. {8) If administration of medications or the
' provision of residential nursing services, or both,
: 18 needad, a lisensed nurse shall be involved in
identification and documentation of the services
16 be providad.

: Thig RULE is not met as evidenced by!
’ Based on observation, interview, and reGord
review, the facility falled to ensure service plans

- wera Updated ragarding frequent falls, for & of 4

residents reviewed who had wanderguards and
had fallan, in » sampie of 4, Resident D, Resident
A, Resident G :

State findings inlude:

1. 0n 216111 at 12:45 P M., the Administrator
provided the current facility policy on "Resident

. Falle Management," dated 6/2008. The policy

included: "The Residence Dirgctar in eonsultation

‘esidents having {he potential to be .
Affected by the same deficient practice and

does not recor?

future falls.

e

process,

hat corrective setion will be taken? ,
INo other residents were found to be affecied,

What mensures will he put info place or
whint systemic changes will the facility
manke to ensure that the deficient practice

‘The Residence Director, Wellness Director,
and/or Designee were re-educated (o our
policy and procecure concerning fall
management, service planning, and the
mobility management tool. The Wellness
Divectot and/or Designes will review .
residents wilizing the mohility management
{ool on an ongoing basis, no fess than

quarterly to identify residents considered w

be at risk for talls. Residents considered fo be;
atrisk for fafls will be identified on Ure task
sheet for sinfl" 1o monitor & ensure safoly,
Residents will also have there serviee plans
updated to reflect interventions developed
through our “interdisciplinary team
approach” in effort to minimize (he risk for

1

How will (he corrective action(s) will be
monitored to ensure the deficient practice .
will ot recury i, what quality assarance
program will be put inte place? )
The Wellness Direetor or designee will
pecforn a random weekly review of residents
who are considered at risk for fialls and/or
residents who have Fallen on an obgoing basis
10 ensure appropriate inlerventions are
updatel on the service plan, Findings will be
reviewed and corrected through our QA

indiana State Department of Health
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FAX 4806719660 aurora Housme

004/013

FORM APPROVED
p-0dizna State Depariment of Healih
STATEMENT OF DEFICIENGIES X1) PROVIDERISUPRLIERA 2 MULTIALE CONSTRUCT {X3) DATE SURVEY
AND PLAN OF CORRECTION . |DE~¥|F|cAﬁom NUMB%Q‘{‘ 2 ML CONSTRUCTION COMPLETED
A. GLILIING
B, WING RC
004003 0211672011

NAME OF PROVIDER OR SUPPLIER

STREET ADBRESS, CITY, STATE, ZIF CODE
4200 WYNTREE bR

i with the Wellness Director g responsible for

{ Proper managemant of rasident fallg, which

; Gonsists of. Identifying possibie Causes,

~ Developing an appropriate plar o minimjze
Frecurmence Ongoing monitoring sng susistance
i for neldressing tha potential for falls.. Evaluating
+ and modifying plans to prevent recurrence...this
infarmation shoutd be reflected In the regigont's
! Nagoliated, Service Plan, Mobiiity Managament
+ Planning Tool, Service Notes. .. With repeated
 falls, be sure to consider the follpwing: ...has the
" Negotiated Service Plan baen shanged or pther
i interventions implemented o minimize

i fecurrence?. "

'2,0n 216111 at 8:45 AM., during interview, LPN
1 Indicated Rozldent D réquirad a wanderguard
r due to his dementia,

The clinical record of Resident D was reviewed
con2M16/11 at 11:16 AM. Diaghoses included, but
- were not fimitad to, Dementia with Paranci,

" The regldent was admitied to the facliity on
10712710, A Nursing Comprehensive Evaluation,

. dated 1012110, indcated the resldent required
assintancs with smbulation “Iwith] walker,” had
Dementia, had Impaired memory, “has

- numbness/dron foot bilil [bilateraily]," ang “as
bone pain an fieft] lower [extrernity] from fail at

[regident] i
[complains of] pain in [ie
[previous Tactity]

ft] bip srea from fan at

A "Folstein Mini Mental Status Examination,”
dated 101210, indicated he scored 16 outofa
possible 30, which indicated "suggestive of
impalrment,®

BELL OAKS TERRACE NEWBURGH, IN 47630
o SUMMARY STATEMENT OF DERCIENCIES i om PROVIDER'S PLAN OF CORREGTION D
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL CREFIX {EAGH CORRECTIVE ACTION SHOULD Ri2 U COMPLITE
YA i REGULATORY OR LSC IDENTIFYING INFORMATION) ' TaG CROSS-REFERENCED TQ YHE APPROPRIATE DATE
: ; DEFICIENCY) |
f 217" Continued From page 2 K217 By what date will ihe systemic chabges

|
|
|
!
|

i
|
i

!
|
l

|
t
|
!
i

 [previous facillty),* The evalustion indicated, *Ras )
&lart et [and} orlented to self only.clo-

be completed?
Complianee Dale: 3/31/11
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03/03/2011 THU 11:42 PFAX 4806719660 Aurors House

Indiana State enatiment of Haalth

STATEMENT OF DEFIGUNGIES | k1) sRovIDEI/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

I005/013

FORM APRPROVED

004b03

(X2) MULTIPLE CONSTRUCTION
A, BUIDING

3. WING

(X2) DATE SURVEY
COMPLETED
RC
02/16/2011

NAME OF PROVIDLR OR SUMPLIER

BELL QAKS TERRACE

STYREET ADDRESS, CITY, STATE, Zip COoDE

A200 WYNTREE DR
NEWBURGH, IN 47630

(X1 -
PREFIX
TAG

BUMMARY BTATEMENT OF REFICIENCIER
(EACH DLFICIENGY MUST BE PRECEGED BY FULL
REGULATORY OR LSE IDENTIFYING INFORMATICN)

0 PROVIGER'S PLAN OF CORRIECTION . {8y
PREFIX | {EACH CORRECTIVE AGTION $HOULD AR ' COMPLETE
TAG . OROSS-REFERENCED TO THE APPRGPRIATE R

DEFICIENCY)

R217.

. Instructions:...If ANY question is answered ‘yas,'

|
Continued From page 3 P R217
. A "Mobility Management Flanning Tool," dated |

1012110, indlicatad, “Mag resident fallan in the

* past 90 days? Yes. If so, ask about the cause of |

the fali(s) to see what interventions might apply. I
residerit hag faflen mote than onee, tsok for !
patarmg in time of day or circumstances of

. falls...Does resident exhibit poor coordination,

difficulty walking, instability, weakness, dizznese, :

+ difficulty riging from chair or bed, foot pain or ,
- discomfort, or urinary urgency or incontinence? |

Yes, Does resident have POQF vision, .7 Yes, i
Dos residant have other risks for faling? Na.

then refer 16 tha Mobtity Management !

* Interventions. Choose only interventions that can |
- realistically be accomplished ang added to the |
" Negoliated Service Plan. (The NS shauld raflect ;
. appropriate menitoring and interventions). Update ;

this form with change of condition, of when the

NBP iy updated,...” |

A Barvice Plan, dated 101210, Indisated: ", Arg

" you able to use the bathroom independently?

No...Do you use any ype of assistive devigy for
mobility? Yes. Do you use a walker? Yes...” Other’

" responses (o questions regarding mobility were
- hot engwered, Indluding: “Have you tver

fallen®...Do you need any assistance with
mobility?... Do you need raminders to uss your
a9gislive davice?..." The Servica Plan continued:
"Do you have trouble recalling the day, date, time,
or whera you ars loeated? Yes,.." A more recent
Service Plan was not located in the clinical

record,

The Resident Services Notes indicated the
resident fell on 11/7/10, 11730010, and 12710110,

The nexl entry on the Mobillty Managemani
Planning Tool, dated 1/14/11, indicated the same

oo s et e e
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03/03/2011 THU 11:43 FAX 4806719660 Aurora House g006/013

FORM APPROVED
Indiana State Department of Health

STATLMENT OF DEFIOIENCIES | (x7) pROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONBTRUGTION (k) DATE SURVEY

! AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
NTiF UM A, BUNLDING o RC

004903 8. WiNG 0201612011

NAME OF PROVIDER OR SUPPLIER SYRRET ADDRESS, GITY. STATE, ZIF CODE

4200 WYNTREE DR
BELL DAKS TERRAGE NEWBURGH, IN 47630

{X4) ID SLMMALY STATEMENT OF DEFIDIENGII:S n PROVIDER'S PLAN OF CORREGTION ; {X5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE o GOMPMLLE v
TAG REGULATORY DR 1,86 IMENTIFYING INFQRMATION) : TAG I CRO@S-QEFERESEED TO TIYJ;.? APPROPRIATE UATE
. FICIENG :

R 217" Continuad From pags 4 L Ra17

responses s o the 1071210 pesessmant, with
the excaption of: "Is resident on a large number
- of medications or on medications which may
Gause drowsiness, dlzziness, lack of ;
- coordinatlon, or may have side effects which j
. Gould result in & fall? Yes.” The entry which _ !
- indicated, “Does resident have other risks of i
_falling?" wat left blank, :

Resident Service Notes Inclyded the following
tolationg; i ;

: 1114111 {untimed]: "Resident sitting on bathroom i
floor, Wie statad he slid down did not fal, :
Resident stated [no) pain. No visual thjuries, ;
Observed." i ;

" 202011 at 8:00 AM.: "Found on floor in sitling :
 posttion [with] back resting on side of bod, Dénies |
hitting head...No pain...." '

26111 ot 12:60 P.M.: "Staff member to public rest |
- foom [after] heard nolse - resident sitting on floor :
on battom...Was to use ¢all sord when dene- dig
not use call card or pendant. He had stood et sfid
. to floor...* '

2/6111 at 4:10 P.M.: "Res was In dining room tried :
to sit In chair of missed. Didn't hit head - [no]
apparent injuries...\WHl monitor."

2{7111 at 8:00 P.M.; "[Resident] found on fioor in
room lying on back. Had golten out of bad was
nat hurt got up and was put back to bed,"”

218011 at 8:00 P.M.: "Res faund on bethroom
fleor. Sm. abrasion on [lefi] side stated hit
head....Sent to {nama of hospitaf].

2/8/11 at 6:30 P.M.: “Res was sitting in activity rm |

ndiana State Dapartment of Heallh
BTATE FORM Roug JEYA1D (F entingation gheot 5 of 12
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03/03/2011 THU 11:43 FAX 4806719660 Rurora Housme
FORM ARPPROVED

Indiang State Depariment of Health : -

STATEMENT OF DEFICIENGIES X1) PROVIDERISUPPLIERICLIA LTIRLE CON T (X3} DATE SURVEY
AND PLAN QF CORRECTION i IDENTIFICATION NUMBER: VA2) MULTIPLE GONSTRUCTION COMPLETED
A RUILDING _— R

004903 B WING 02/16/2011

NAME OF PROVIDER OR SUPPUER STRFET ADDRESS, GITY, STATE » &I GODE

1] .
BELL DAKS TERRACE Qézvmz%ﬁ?ﬁ 2?630

0 PROVIDER'S PLAN OF CORRECTION (X8
PREFIX {EACH CORRECTIVE ACTION SBHOULD i COMILETE
MG CROSE-REFERENGED T0 THE APPROFRIATE | DATF
DEFICIENGYS i

a0 ! SUMMARY STATEMENT OF DEFCIENGIES
BREFX | {AGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG :  REGULATORY OR LEC IDENTIRVING INFORMATION)

i
R 2171 Continued From peya 5
* [room). Watching T.V. and stid out of wig

i [wheelchair] anto bottorn. Sm [emall} ST [skin
1+ tean] on [right] elbow noted_. "

| 211211 at 1:45 AM.: Resldent found on flaor by
F beside [sic]. Had [no] complaints or injurigs..,,"

I
|
{
{
I
i
|
|
i
!
: On 2/18/11 at 10:40 A M., Regidant D was | i
I
!
|
1
i
|

- Observed sitting in 2 wheslchair in the dining
' Rom,

| ON 211611 at 12:30 P.M., LPN # 1 Indicated the

i facllity "was trying to keep [Resident I3

i downstairs as mueh as possibie” while the

» fesident's wife had been in the hosphal "for

* approximately 2 weeks." LPN # 1 indlcated the

| resident had besn requiring the assistance of two f

. 8taff for transfer, and had been having back pein. | ‘
On 216111 at 1:05 PM., LPN % 1 indicated the !

facllty was also trying to do "1 hour checks” on

Phim, and that she thought the family was trying to |

, get him admitia to » rursing home. i

3.0n 2/16/11 at 8:45 AM., during interview, LPN ;
. % 1 indicated Resident A required a wanderguard g
. due 1o her diagnosis of Dementia, |

' The clinical record of Resident A was revieweq |
. 0N 271611 at 9:36 AM, Diagnoses included, but ;
. Were not limited to, Dementia.

" The mast recent Servica Plan, dated 1/27/10, .
indicated the resident used a walker, and needed :
remindars to use her walker, A more recent
Sarvice Plan was not observed In the clinical

- fecord or the Emergency Binger, i

A Nursing Comprehensive Evaluation, dated
913110, indleated the resident was incontinent of
bladder, independent with ambulation with her . l

retisna $tate Deparimant of Hoalh
STATE FORM L JEY412 {f continuation gheat 58 af 12
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03/03/2011 THU 11:43 FAX 4806719660 Aurora House oes/a13

FORM APPROVER

Indiang Strte Departmant of Health
AND PLAN OF CORREGTION ( )IDENTIFICATION hﬁn&m—:‘h: (RAMULTILE GONS COMPLETED
A, BUILDING e
B, WING R-
N 004003 02/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BYATE, 2IP CODE
4200 WYNTREEE DR
BELL OAKS TERRACE NEWBURGH, IN 47830
(xNID . SUMMARY STATLMENT QF DEMCIENCIES " PROVIBER'S PLAN OF CORREGTION .
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOWLO BE COMPLETE
TAG ! REGULATORY OR LS IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED YO THEAFPROPRIATE DATE
. : DEFIGIENGY) ‘
R21T" Continued From page 6 t R21Y

* walker, had a memory impaitment, and frad

- Dementla. The evaluation indicated, "Reg i¢ alort :
+ et fand)] orlented to self only...Incont fincontinent] :
, of [bowet and bladder). Ambulated fwith] slow :
* steady welk via rolfing walker,..." ' '

The most recent Mobiiity Management Planning
: Tool, dated 10/1211, indlcated: "...is revident on
& large number of medicatione or on medications :
+ which may cause drowsiness, dizziness, lack of !
coordination, or may have side eifects which
- could rasult in a fall? Yes...Does resident exhibit
. peor coordination, difficulty walking, instabiliiy,
t weakness, dizziness, difficulty rising from ehair or |
; bed, foot pain or discomfort, or urinary urgency or
incontinence? Yes. Does resident exhibit !
. confusion or dementia? Yes...." |

+ Resldent Service Notes included the fuliowing : 5
notations:

1149/10 a1 10:00 AM.; “Fell backwards off
. shower bench during shawer hitting back of hea, .
No redness or hematoma...Denigs pain...."

12/22/10 at 7:15 P.M.: "Res found on floor of
- other res, {sic] Denies hitting head...Notified MD
and res. daughter.”

12131710 Juntimed]; "Residant on floor between
couch and chair sitting up [with) walker on her
8ide. Stated she just fall. Right log pain [and)
knee has scratch on lower feg, Resident stated
she was fine. V/S [vita) signe] WNL {within norrmsl
limitg)."

12111 funtimed): "Fell into the shower at 1:30 am.
Notified {ambulance] o transfer. ..”

124111 [time illegible]: "Resident found per CNA '

néiana State Oepartmaent of Healih
STATE FORM i JEY412 If continuation ghast 7 uf 12
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1
03/03/2011 THU 11:44 FAX 4806719660 Aurora House 10087013
FORM ARPROVED
Indiana Slate Daparlment of Meaith —_—
STATEMENT OF DEFICIENGHES VERISUPPLIERICLIA IPLE BONSTRUCT X3 DATE SURVEY
AND PLAN OF CORREGTION {x1) |ﬁ$ﬁ¥}%%ﬁ%%}f§{fk% ey (%2) MULYIPLE CONSTRUCTION ( CoMEL T
- A, BUILDING RG

, WING
: 004903 . WINS 0201612011

i NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

BELL OAKS TERRAGE ;ﬁ%ﬁ&ﬁ?ﬁ 2?830

Xyl SUMMARY STATEMENT OF DEFICIENCIES : 0 ) PROVIDER'S PLAN OF GORRECTION )

PREFIX (EAGH DEFIGIENGY MUB T BE PRECEDED BY FUIL PREEIX (EACH CORRECTIVE ACTION SHOULD BE t COMPLE)E
TAG t REGULATORY OR LSC IDENTIEYING INFORMATION) . YA CROSS-REFEREg’gf? T0Q THE APPROPRIATE DATE

: RFIGIENCY)

R-217: Contlnued From page 7 R217

“on Dining Room fioor - had been @ her table |

sitting. Cooperative status unchanged fropm i
! [befora), 'Did net hit hewsd.' No injury nated,, Was
. on fivor by door to dining room." {

;212111 at 11:20 AM.: "Ras found sitting on floor |
i - In diring room - didn't hit head...no c/os pain...."

|

: ]

- On 2/16/11 at 12:30 P.M., during an interview | |

: with LPN # 1, she indicated Resident A was "up :

! with her waiker." LPN # 1 Indicated the staff =~ |
‘ "escort har to meals,

4. On 2/16/11 at 8:45 AM., during Interview, LPN |
1# 1 Indicated Regidant ¢ raguired & wanderguard | |
. tue to his dementia, : :
1
! H |
- On 211611 at 8:00 AM., Residsnt C wag : \
| observed being assisted by 2 CNAs ambuiating |
out of the dining roem, Resident ¢ gait i
" appeared unsteady. CNA # 1 indicated, “He's nat

with it today, " S i

The clinical record of Resldent ¢ was reviewed
SO 216111 &t 10:65 A M. Diagnoses included, but
were not limited to, Dementia.

The most recent Service Plan, dated 7/14/1 0,
indicated, "...Are you able o use the bathroom
independantly? No...Do you uge any typa of
agsistive davice for mobility? No...Do you have J
trouble recalling Ihe day, date, time, or where you ’
are located? Yes,,.."

A Mobillty Managament Planning Tool, datsd
- 10/14/10, indicated: "Mas resident fallen inthe -
past ninety days”? No...Does resident axhibit poar
- eoordination, difficuity walking, instability, f i
- weakness, dizziness, difficully riging trom chalr or :

bed, fout pain or distomfor, or urinary urgency or

ndtann State Depanmem of Heatth
STATE FORM oak JEY4172 If continuption shaw! & of 42
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03/03/2011 THU 11:44 ©FAX 4806719660 Aurora Houme

Indinna State Dupartmert of Hesih

IZ010/013

FORM APPROVED

004903

STATEMENT OF DEFICHENCUER {X1) FROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: )

A. BUILDING

B WING

-----

{X3) DATE SURVEY
COMPLETED
R-C
02M16/2011

NAME OF PROVIDER OR SUPPLIER

BELL OAKS TERRACE

STREET ADDRESS, CITY, STATE, ZIF GODR

4200 WYNTREE DR
NEWBURGH, IN 47630

x40 SUMMARY STATEMENT OF DEFIGIENCIES

TAG | REGULATORY QR LEC IDENTIFYING INFORMATION)

! o PROVIDER'S FLAN GF GORRECTION

(X
e {FACH DEFIGIENGY MUST BE PRECEDED BY FULL b OPRERIX {EACH CORRECTIVE ACTION SHOULD BE ! comriere
TAG GROGEAEFERENCED TO THE APPRAPRIATE i DATE

DEFIGIENCY)

R217; Continued From page 8

; incontinence? No. Does resident exhipit
! poar vision or wear bifocals, trifocals or

| for falling® No
|
" nofations:
phone..,Res to (name of hospital] for eva

returned to tacifity, noted changes [with]
_ medications...,"

» objects laying around."

needs nursing home as assisted living
environment is not safe for him,..."

memory and Dermentia, ard

. confuslon or dementia? Yes. Does resident have

varifocals? Yes. Does resident have other risks

| )
. 10730110 at 4:30 P.M.: "Family member -
 reported t0 the nurse Res was on the phone after
- lunch tatking to wifa - reportadly faintad while on

+ 11411 a1 2:00 AM.: "Hourd thud from 1t floor -

{
i
i
|
i
Resident Setvice Notes inciuded the following |
!
|
!
{
!
?
!
Ffound tes. lying flat on ficor [with] numerols |

+ 14111 at 4:00 P.M.: "Res back from MD fwith] i
, faunily down in DR {dining roont) for evening ;
+ meal...bruise on [left] side forahead, bump on i

back of head. Will cont [continue] to monitor :

: A Physiclan's Note, dated 1/4/11 at $:45 PM.,
indicated, ... Fell this morning al the assisted ;
' living where ha resides. There is mentions of :
; head trauma.. Has been in worssning condition in ;
tarm of cognition/tremar and confugion...Plan:
. Falling with reported head trauma in patient with
prograsaive domantia and deckiting motor ,
function thought to represent some parkingonism .
features.. With this continuing deterioration:

A Nursing Comprehensive Evaluation, dated ; .
1114111, indicated the resident had impairad

R217

sister

l. Reg

T
1
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: é DEFICIENCY) :

R217: Continued From page 9 R 217

- "Anxiety/Anger/Agitation." The evaluation
Inditated tha resident wag occasionally
_incantinent, had weakness, and "[no] issuns.”

- The most recenl Mobllity Management Plenning
" Tool, dated 114710 [sicl, indicated: "Has resident :
. fallen in the past ninety days? Yes. If s, ask
' about the cause of the fali{s) o see what
‘ : Intervantions might apply. If resident hag falen
- more than once, iook for patterns ir tme of day
or gireumslances of falls.. Doas resident exhibit
+ Poor coordination, difficulty walking, instabiity,
“weakness, dizziness, difficulty rising from chair or |,
| bed, fool pain or discomtort, or urinaty urgency or
incontinence? Yes, Does resident oxhibit ’
- confuglon or dementia? Yes. Does resident have ]
' poor vision or wear bifacals, tifoesls o
, varfocals? Yes, Does resident have other tisks
- for fatling? {Left blank)."

* A "Folstein Mini-Mental Status Examination,”
dated 1/14/11, indivated the resident scorad a 4
- out of a possible 30 ["10 or less Severe Deficit"}.

" A Raesident Sarvice Note, dated 2/5/11 ut 4:10
P.M., indicated, "Res was in dining reom tried to

. 8itin chair et miseed, Didn't hit head - (no)
apparent injuries.. . Will monitor."

On 2/18/11 at 12:30 P.M., duting an infarview

with LPN # 1, she Indicated Resident C was "up
ad fib." LPN # 1 indicated the resident ad _
Dementia, and was sometimes more lethargic in
the morning, and that may have been why 2 staff
members were assisting him that morning. LPN #
1 indicated the resident had recently been started
on Risperdal, which rmay have been malking Hirm ,
moare lethargic, and she would notify the
physician of that.

l
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STATEMENT OF DEFICIENGIES (K1} PROVIDER/GUPPLIERICLIA X2} MULTIPLE CONSTRUCT! {X3) DATE SURVEY
AND PLAN CF CORRECTION 1OENTIFICATION NIJMBER: (2 MOLTIPLE CON N COMPLETED
A BUILDING o ‘:\
B, WING i
004903 02/18/2011
NAMIEE OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIF COOE
. - 4200 WYNTREE DR
ﬂ =
ELL OAKS TERRACE NEWBURGH, IN 47630
X SUMMARY STATEMENT OF DEFIGIENCIES o . PROVIDER'S PLAN OF CORRECTION )
PREFI | {EACH DEFICIENCY MUST BE PRECEDLD BY FULL ek | (PACI CORRECTVE ACTION SHOUDBE  comaikre
TAG REGUIATORY OR LEC IGENTHYING INFORMATION) TAG ° CROSS.REFERENGED TO THE APRROPRIATE | DATE

i

DEFICIENCY)

R217° Continuad Fram page 10

1 5. On 2/16/11 ot 2:45 P.M., durlng the exit i
vonference, the Corporate Administtator i
- indicated the fafl risk interventions may have '
* been located on the facilily's “short term i
. menitering forms.” The Gorporate Administrator
; asked the Administrator and LPN # 2 where
" those forms would be, and nelther knew. Staff
mamber 3 indicated a binder that containad
"Short term monitoring" forms. The forme ,
included the residents who had fallen and the
dates of the falls, but e section of the farm .
which indicated "Interventions” was left blank. |
. The Corporate Administrator indicated the facility ©
{ ghould bave filad the intervantion section out. ;
The Corporate Adminisirator indicated
interventions should also have been on the
service plans. '

R 248] 410 IAC 16.2-5-4(7) Health Servioes - Deficlency : R248

_{1) The facility shall have available on the
" presmises oF ot call the services of g lioonsad
nurse at all times,

" This RULE s not met as evidenced by: :
Based on interview and record review, the facility

* failed to ensure & licensed nurse was on call to
respand to the report that a resident had fallen
dyring the night, for 1 of 3 residents reviewed for
falls, In & sample of 4. Regident D

State findings Include:

1 On 21811 al 8:66 AM,, the Administrator
provided a 1 week nursing schedule. The
schedule indicated a nurse was not present in the .
building from 800 P.M. until 6:00 A.M, The '
schedule did not indicate any nurses were
“on~call” during this tire. ‘;

'R 217

Citation #2

R248

410 [AC 16.2.5.4 (f)
Henlth Services

practico?

taken?

What corrective actions) will be
aceomplished for those residents found
to have been affected by this deficient

No residents were found to be affected.
How the facility will identify other
residents having the potentinl to be
affected by the same deticient practice
and whal corvective aetion will be

No other residents were found to be
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indiana State Department of Health FORM ABPROVED
frﬂ’éﬁﬁiﬂf&i’%ﬁ%’%’é‘fd“ (X1) PROVIDERIGUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X DATESURVEY
IDENTIFICATION NUMBER' COMPLEYED
A BUILDING )
R WING R-C
00490
903 021162014

NAME QOF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STAIE, ZIF CODE
A200 WYNTREE DR

G 4 8096 "o

BELL OAKS TERRACE NEWBURGH, IN 47630
(x4) 10 SUMMARY STATEMENY OF BEFOIENCIES "
PREFIX - (EACH DEFIGIENCY UST BE PREGEDED BY FuLL ' pRREX :&Xg%gggesc%g gﬁ&"?ﬁ@ﬁﬁ"aﬁ ! ol
™o GULATORY ORLSG IDENTIFYING INFORMATION)  * a6 CROBE-REFERENGED T THE APPROPRIATE | NAIE
; ] DEFICIENCY) ;
R 248" Continued From paga 11 | R248 | What measures will be pui mio placeer——
. ( what systemic changes will the Tacility |
+ 2. The clinfeal racorg of Resident D was reviewed ! make to ensure that the deticient practice |
. On 2116/11 &t 11:15 AM, | does not recur? ;
' , . ‘ The Residence is currently actively seeking [
' Resu‘:ient Service Notes included the following | 1o {ill the Wellness Direetor position at Bell
notations: ! Quks Terraee, The Regional Divector of ;
! Quatity and Care Management is cureently |
. €12/11 at 1:46 AM.: Resident found on floor by | {aking calls regarding clinical silualions that
) basida [sicd, Had [no) complaints or injuries. t would warrant consultation with a icensed
; Contacted [name of marketing dirggtor)." | registered nurse for direction and intervention,
i il deemed necessary. Stafl have been re- '
" On 211811 &t 1150 AM., the Administeator was | educated to our Asgisted Living Decision
 interviewed. She indicated she had bean 8t the | Tree as W our reporting reguirements t
* facility for epproximately 2 weeks, and there wag ; regarding situations that would require '
i not a current "Wellness Director" or Director of [ consultation with the Reglonal Ditector of !
Nursing. The Administrator indicated neither : Quality and Care Management and/or the i
+ hérself nor the marketing director was a nurse, | Wellness Director. j
i The Administrator indicated the GNA should not | f
~ have called the marketing director, and staff was | How will the correetive action(s) will be
«informed 10 czll the Administrator during the I monitored to ensure the deficient practice .
. Bvening and night shift. The Administrator . will not recur, i.e., what guality assurance!
indicated she then would call a nurse. The é propram will be putinto place?
Administrator indlicated she did not have m i e Regional I.fn'cclor of Quality and Cre -
scheduls of nurses on call, but 2 different nurses | Manugcmcx?l w;.ll‘conclucl regularly
+ had told her that she could “try to call them," The scheduled site visits s well as tiee
. Administrator indlcated if neither of those nurses canference Smlls with the ‘l{c:-ilf'ic11cc Dn'(:n:mf*1
were avallable, she would call the Corporate ; | Wc!!llcss l)u'cclxzr, und/(z: Desigaee 1o cnfiuu,
Regionat Nurse. ' I continued complianoe with [{2':‘.38 4101AC
' q I 16.2-5+4 (f) Health Services, Findings will be
) [ reviewed and corrected through our QA
g process.
]
X : ! By what date will the systemie changes be
: [ compleied?
Compliance Date: 3/31/11
i
I
|
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